planning (FPC) and termination of pregnancy (TOP) Previous research carried out in the GUM department in Swansea showed a high incidence of genital infection in adolescents and lack of effective contraception with a particularly low rate of use of condoms.2 Our more recent data confirm a lack of education on both STDs and contraception in the local FPC and GUM clinic population. We agree with Radcliffe and colleagues' that closer integration between GUM services and family planning clinics is desirable and our figures suggest that there is a need for health education in both groups. The need for closer cooperation between the medical and teaching professions has also been highlighted in a previous study3 and our current data would support this. If we are to achieve the targets on reducing teenage pregnancies and the incidence of gonorrhoea set out in the government white paper (Health of the Nation), there is an urgent need to improve sex education in our schools. (see table) . The male rectal and female "specimen" diagnosis rates had improved but the small numbers of cases means that a statistically significant difference will be difficult to achieve.
This study shows that although the detection rate for gonorrhoea in male urethral specimens was satisfactory, the detection rates in female and rectal slides remained poor by comparison with a similar study conducted at this centre in 1973.2 It should be noted, however, that in 1973 there were 441 cases of gonorrhoea in women and in 1991 only 70. Interestingly, comparison of the sensitivity of microscopy performed by MLSOs in a genitourinary service allied to our centre under clinic conditions showed no significant difference from the study presented. Improvement in the diagnosis rate was found in those cases of symptomatic infection, as has been described by previous surveys,3 in those cases known to be contacts of gonorrhoea, and when suspicious pairs seen on microscopy were regarded as positive findings. Finfally, we would re-emphasize the importance of careful specimen taking by the attending physician and of continual in-post training for those performing microscopy, especially where positive findings are few. Examination confirmed the presence of a purulent urethral discharge and an urethral smear showed intracellular Gram-negative diplococci. He was treated with 1.5 g cefuroxime intramuscularly followed by oral doxycycline 1 00mg twice daily for seven days.
B-lactamase producing N gonorrhoeae was isolated from the urethral swab. On susceptibility testing, no zones of inhibition were obtained with nalidixic acid (30 ,ug) or ciprofloxacin (1 ,ug and 5 pjg) discs. The MIC to ciprofloxacin was 16.0 mg/l (plate incorporation method). By disc diffusion tests, the to a London genitourinary medicine clinic.
Audit of diagnosis of gonorrhoea at first visit

